(is recommended by Turnbull et al. (1970) for severe attacks of ulcerative colitis with sealed colonic perforation i.e. within about 5-8 days of admission instead of about 12-17 days (Goligher et al. 1970) . Table 1 shows a gratifying reduction in the overall and operative death rates in severe attacks since this policy was introduced, but this might be due partly to a lessening of the severity of such attacks coming under our care in recent years. Certainly the present routine of management seems to provide competitive results. Incidentally it will be noted that roughly the same proportion of patients, some 50%, underwent spontaneous remissions in the two periods, despite the shorter course of medical therapy in the latter.
In these urgent or emergency interventions I have generally performed ileostomy and proctocolectomy or colectomy, and that applies also to cases with colonic perforation or dilatation. A special difficulty arises with these operations in patients with so-called 'sealed' perforations, for, in order to remove the colon, one has to re-open the perforation and this causes peritoneal contamination. It would be tempting in these cases to avoid colectomy and to rely on simple ileostomy or, as Turnbull et al. (1970) recommend, ileostomy and decompressing transversostomy and possibly sigmoidostomy ( Fig 2) . It will be obvious that this operation cannot be carried out without some contamination, but its advocates report some very encouraging results -26 cases treated by it with no operative deaths. Perhaps it is a method we should be using in this type of case. The pathologist has two methods of investigating ulcerative colitis, rectal biopsy and the examination of surgical specimens. The former will be emphasized because it should be playing a much more important part in the management of colitis. There have been relatively recent improvements in the technique of rectal biopsy for inflammatory bowel disease, notably the introduction of suction biopsy and the processing of the tissue in a more meticulous way (Dick et al. 1970) . During the last few years it has become apparent that the suction method is superior to forceps biopsy for inflammatory bowel disease because it delivers a piece of tissue of standard size and shape which is readily processed, embedded and cut to preserve the correct anatomical orientation vital for interpreting histopathological detail.
Rectal Biopsy What useful information can rectal biopsy offer the surgeon or physician? At the present time it can, first of all, help to establish the correct diagnosis of ulcerative colitis. Secondly, rectal biopsy can be used to monitor the progress of the disease and document its naturally occurring remissions and exacerbations. Thirdly, it can play a useful role in judging the response to medical treatment. Fourthly, it can detect precancerous change in ulcerative colitis. In active ulcerative colitis the mucous membrane shows diffuse infiltration with chronic inflammatory cells, mainly lymphocytes and plasma cells but also eosinophils. There is also a variable degree of vascular congestion and intramucosal hmmorrhage. The epithelium shows goblet cell depletion and reactive hyperplasia and some of the tubules contain an accumulation of polymorphonuclear leukocytes, so-called crypt abscesses. The presence of much mucosal lymphoid tissue in addition to the above features is indicative of chronic disease in an active phase. When the disease goes into remission, whether spontaneously or in response to medical treatment, almost the first change is restoration of the goblet cell population accompanied by a reduction in the amount of inflammation and disappearance of crypt abscesses. If there was much destruction of mucosal tissues in the active phase there will be signs of restoration of epithelial continuity with hyperplasia of crypt epithelium. The mucous membrane can return entirely to normal, but if there have been repeated attacks of severe colitis it is likely that the mucosa will show permanent signs of atrophy as judged by a reduction in the number of epithelial tubules per unit area, loss of parallelism of the tubules, and failure of the base of the crypts to reach right down to the muscularis mucosax. Paneth cell metaplasia is a sign of a long history of ulcerative colitis. Although none of these features are specific for ulcerative colitis, together they create a characteristic histological picture. The importance of regular rectal biopsy is emphasized because the histology varies with the severity of the inflammatory process as well as the stage of the disease.
The histological criteria for the biopsy diagnosis of precancer in ulcerative colitis have been described elsewhere (Morson & Pang 1967) . Recently, a biochemical method for the estimation of isoenzyme patterns of lactic dehydrogenase in biopsy material has been developed which may be a valuable addition to histology in the diagnosis of precancer (Lewis et al. 1970) .
Insufficient time has passed since precancer in ulcerative colitis was first recognized for enough knowledge to have been accumulated about the length of the precancerous phase. Experience so far suggests that this is very variable. From a practical point of view the diagnosis of precancer in a rectal biopsy should alert the clinician to the possibility of an occult carcinoma of the colon or rectum. If this cannot be demonstrated the biopsy should be repeated to confirm the diagnosis. The study of colectomy specimens suggests that the extent of precancer is also very variable. It can involve almost the entire large intestinal mucosa, but is usually patchy and most frequently present in the rectal segment. The absence of precancer in a rectal biopsy from a patient with a long history of colitis does not mean that the patient has not got precancer or cancer beyond the reach of the sigmoidoscope. However, experience so far indicates that cancer of the colon is usually associated with signs of precancer in the rectal segment.
Biopsy can be used for monitoring the progress of the disease in the rectum after ileorectal anastomosis. The histological evidence that the inflammation in the rectum will resolve because of this operation requires confirmation. In my experience it continues to show the episodes of spontaneous remission and exacerbation that would be expected if this operation had not been performed. However, it does seem to be true that the results of ileorectal anastomosis for ulcerative colitis are independent of the severity of the mucosal lesion (Baker 1970 ).
Examination ofSurgical Specimens
One of the most striking features of the pathology of ulcerative colitis is the shortening of the colon and loss of the haustral folds. This is not due to fibrosis; indeed there is a remarkable lack of fibroblastic proliferation with deposition of collagen even in patients with a long history of chronic disease. The shortening and loss of haustra are the result of a muscle abnormality (Morson 1968) .
Strictures in ulcerative colitis are either muscular or malignant. If muscular, they can be temporary (the so-called disappearing strictures seen radiologically) or permanent. The latter are due to thickening of the muscularis mucosm as well as the muscularis propria, can be short or long and are found in any part of the rectum or colon (Goulston & McGovern 1969 , Morson 1970 . In what way could this feature of the pathology of ulcerative colitis be relevant to the controversy about ileorectal anastomosis? It is suggested that the success or failure of this operation could be a reflection of the severity of the muscle abnormality in the rectal segment. Continued diarrheea could be explained by the narrowing, rigidity or lack of distensibility of the rectal wall rather than by persistent mucosal inflammation. Perhaps, therefore, the patients most suitable for this operation would be those in whom the muscle abnormality is least pronounced as judged by pre-operative motility studies.
